T he passage of the federal Occupational Safety and Health Act in 1970 promised a safe and healthy workplace for all Americans. Unfortunately, this promise has not been completely realized for most Americans, and least of all for ethnic minorities ofnon-European origin. The February and March issues of the AAOHN Journal will address the special job-related health problems faced by certain ethnic minority workers in the United States: Blacks/Afro-Americans, His" panics/Latinos, Asians/Pacific Islanders, and Native Americans/ American Indians.
No discussion of these issues is complete without particular reference to the work of Morris E. Davis, former Director of the Labor Occu pational Health Program at the University of California, Berkeley. Davis provided one of the first systematic treatments of the issues surrounding occupational health problems of minority workers. His major paper, with Andrew Rowland (1983), supplies excellent background information for occupational health professionals. In this paper the available data, as well as the difficulties in documenting the extent of minorities' risk for occupational injury and illness, are discussed.
According to Davis, patterns of placement suggest that minorities are concentrated in the more dangerous industries (manufacturing and service) and are overrepresented in the more dangerous occupations within these industries, (eg, 45% of laborers in ship/boat building and repairing are minorities). Davis summarizes the evidence for elevated risk from the few race specific epidemiologic studies, lawsuits, and accounts of industrial disasters from the 1930s through the 1970s. He It is clear that minority workers are disproportionately concentrated in some of the nation's most dangerous trade.
doubts that generally higher morbidity and mortality rates for minorities can be explained solely by genetics or socio-economic factors. Rather, he concludes, occupational exposures may be a contributing factor. The dramatic increase in lung cancer in blacks is cited as one example. Davis and Rowland also include evidence that minorities are undercompensated for work-related disability and cite studies indicating discrimination through genetic screening and exclusion from certain jobs.
Occupational health professionals are urged to be more alert to recognize work-related problems, develop race specific data in research, and advocate for appropriate treatment and compensation.
Women workers, regardless of race, also face special occupational hazards due to their historical patterns of employment and to broader economic and political forces. The female work force thus constitutes another high-risk population group; its problems have been addressed in previous issues of the AAOHN Jour-nal. The double burden of women who are also minorities will, however, be considered here.
A brief examination of the few available statistics on minorities, work, and health reveals the following:
Blacks. Blacks in the U.S. make up a disproportionate share of laborers, service workers, transport equipment operatives, and household workers. Fifteen percent of the seven million black workers are permanently disabled from jobrelated causes, compared with 10% of white workers. Black workers have a 37% greater chance than whites of suffering an occupational injury or illness, and a 20% greater chance of dying from job-related cancer (Davis, 1980) . Hispanics. Seventy-five percent of the estimated five million migrant and seasonal farm workers in the U. S. are Chicano and 20% are Afro-American. Agricultural work has many h a z a r d s , but the use.. 0 f organophosphate pesticides is a major one, producing high rates of liver and renal dysfunction (Mullings, 1984) . Also, Hispanics are heavily represented in die manufacturing and service sectors where injury rates are high. Asians/Pacific Islanders. In the San Francisco Bay Area, 53% of all textile and apparel workers are Asian women and 28% are Asian men. The apparel industry increasingly relies on piecework. The workplaces are often unsafe and unhealthy due to overcrowded conditions, poor ventilation Minorities and lighting, fire hazards, and chemicals (Ceesay, 1987) . Many Asians in the U.S. workforce, mostly women, are office and clerical workers. Clerical work may be associated with muscular and circulatory disorders, fatigue, symptoms of chemical exposure, and stress-related diseases. Native Americans/American Indians. Many Native American workers in the U.S. are operatives in manufacturing (mostly metal/plastic processors, material movers, and equipment operators.) A high proportion also work in the protective services industry. Manufacturing operatives experience some of the highest risks for occupational injury and disease in the country, while protective service workers are faced with low wages and high stress conditions (U.S. Department of Labor, 1981; . Many Native Americans in the southwest work in uranium mining, with a high potential for radiation exposure and other mining hazards (Davis, 1983) . It is clear from the available statistics that minority workers are disproportionately concentrated in some of the nation's most dangerous trades. In all of these job categories, minorities make up more than 25% of the total nonmanagerial U.S. work force (U.S. Department of'Labor, 1987) . In certain parts of the country, minorities also predominate in other dangerous industries. For example, in the San Francisco Bay area, 62.5% of laborers in construction are minorities (Ceesay, 1987 The previous discussion suggests that minority workers are at a greater Most minorities hold nonprofessional and nonsupervisory jobs where they lack the authority to make decisions that could change unsafe or unhealthy conditions. risk for experiencing all of these problems. Several years ago, NIOSH convened a national assembly to focus attention on the special problems of minority workers and their potential solutions, bringing together health professionals and representatives of academia, industry, labor, and public interest groups. A key recommendation of this conference was to provide training in occupational disease recognition and prevention to those who routinely deliver health services to minority communities. In June, 1987, in accordance with that recommendation, the University of California's Northern California Occupational Health Center (one of the NIOSH-supported Educational Resource Centers) and its affiliated Labor Occupational Health Program (LOHP) sponsored a training conference on minority occupational health issues for community health providers and health administrators. The NIOSH-funded conference was highly successful, drawing over 75 participants from the Northern California health care community and featuring prominent speakers from around the U.S. Speaker James Cone, MD, of the Occupational Health Clinic at San Francisco General Hospital proposed that workplace health and safety advocates adopt an "Occupational Safety and Health Agenda." Highlights of the Agenda, all of which would impact minority workers directly or indirectly, include:
• Strengthen occupational! environmental enforcement. Increase the number of OSHA compliance officers to allow a three-day response time to worker complaints, and to inspect highpriority industries regularly. (Cone said there are currently more game wardens in the U.S. than factory inspectors.) Encourage local district attorneys to playa larger role in enforcing occupational and environmental regulations.
• Reform Workers' Compensation. Establish a national system with uniform benefits. The employer should have the burden of proof in high-hazard exposure situations, such as asbestos. Workers' Compensation should not be the "exclusive remedy" for workers seeking to recover damages from employers; pain and suffering awards should be allowed.
• Reorganize training, research, and clinical occupational health services. Form regional safety and health institutes. Provide funding to increase surveillance for occupational disease and injury, and to expand research. Encourage joint labor/management research projects.
• Reorganize the federal role in occupational/environmental health. Merge current overlapping federal agencies (OSHA, EPA, NIOSH, parts of DOE, etc.) into one cabinet-level agency with responsibility for protection of the environment, including the workplace environment. Emphasize prevention of toxic hazards rather than cleanup. Simplify rulemaking. Ban obvious hazards. Eliminate the role of the Office of Management and Budget in setting health and safety standards.
• Reorganize corporate occupational health and safety.
Establish joint management/ worker boards to run employee health programs in corporations. Give the boards the power to enforce OSHA regulations inplant. Enforce the right to refuse hazardous work at the plant level. These two special issues of the AAOHN Journal grew out of the conference. A summary of the conference will appear in the March issue of the AAOHN Journal as a model for future educational efforts (Morris, 1987) . Other articles present additional insight into the gravity of the occupational safety and health problems facing minority workers, from pesticides in agriculture to the pervasive lead exposure problems found in many occupations where minorities work in large numbers. The relationship of public policy to occupational health is explored, and provider and employee education are discussed.
On the whole, few studies or statistics are available on the occupational injuries and illnesses of minority groups. Minorities often work in small shops not covered by federal accident and illness recordkeeping requirements. Consequently, data collection is often difficult if not impossible. Data on job hazards and their consequences for minority workers is critically needed in order to help reverse the trend of increasing illness and injury that minorities face in the United States.
Most minorities hold nonprofessional and nonsupervisory jobs where they lack the authority to make decisions that could change unsafe or unhealthy conditions. Historically, the occupational health nurse is often the first professional aware of these situations that are not in the best interest of the worker. The occupational health nurse also has the potential for effecting change.
The AAOHN Code of Ethics (1986) gives full professional support and encouragement to nurses when acting as worker advocates. It supports us when we provide health care services in the work environment in a manner that respects human dignity, unrestricted by considerations of social or economic status, national origin, race, religion, sex, or the nature of the health problems involved.
The Northern California Occupational Health Center and LOHP invite readers of the AAOHN Journal to share information with us on innovative educational efforts and workplace intervention programs related to the issue of minority job health and safety. We are all indebted to the many authors of individual articles for being concerned about this serious problem and for submitting their material for publication.
